Beliefs about the efficacy of religious, medical and psychotherapeutic interventions for depression and schizophrenia among women from different culturalreligious groups in Great Britain.
In a semi-structured interview study we examined the views of 59 adult women from five cultural-religious groups in Britain, on the efficacy of different forms of help for depression and schizophrenia. Groups represented were Black Christian, White Christian, Hindu, Jewish and Muslim. The main foci of interest were to examine which forms of religious help were perceived as most effective, and to compare the perceived effects of religious help with psychopharmacological and psychotherapeutic interventions, Of possible religious interventions, prayer was most often seen as helpful. For depression, prayer was seen as most often helpful of the interventions discussed. Between-group differences are described. Religious factors were clearly seen as important in managing mental illness, and this has implications for help-seeking and adherence.
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Background Lay beliefs about mental illness have been studied in the general British population (Furnham, 1988; Kuyken, Brewin, Power & Furnham, 1992) , but little is known about cultural-religious variations in such beliefs. Weiss (1997) has stimulated interest in cultural differences in concepts of mental health and illness using the EMIC (Explanatory Model Interview Catalogue) which yields qualitative and quantitative data enabling the study of belief systems of local communities on topics such as patterns of distress, causes of illness, and help-seeking. Unlike Weiss, in this study we did not look at beliefs about patterns of mental illness. Instead we focused on two standard diagnostic categories, major depression, and schizophrenia, focusing on commonalities and variations between groups in beliefs about forms of help. We reasoned that even though there are cultural-religious differences in the definition and categorisation of illnesses (MacLachlan, 1997; Weiss, 1997) when the health service consumer confronts the health professional in the UK or elsewhere in the western world, transactions are going to involve standard diagnostic categories. We therefore asked how religious-cultural group membership affected beliefs about helpful interventions for depression and schizophrenia. We were particularly interested in how views on the effectiveness of religious help compared with views on the effectiveness of professional help.
There is growing evidence of a large body of religiously-based beliefs and practices in different groups, which may complement or conflict with those of orthodox medicine and psychiatry (e.g. Bhugra, 1992; El Azayem & Hedayat-Diba, 1994; Loewenthal, 1995; Littlewood & Dein, 1995; Bartholomew & O'Dea, 1998 (Griffith, 1983; Campion & Bhugra, 1997) . Aspects of religion may be associated with remission (Verghese, John Rajkumar et al, 1989) , and the hope or perception of remission may delay or prevent help-seeking (Bhugra, Hilwig, Hussein et al, 1996) .
Religious beliefs and practices could have marked impact on help-seeking. We know that these kinds of beliefs and practices may exist, but we know little about their detailed content, or their distribution within and between different cultural-religious groups. Some existing information comes from clinical cases, other information from religious texts, and some from studies of religious healing outside the UK (Sandoval, 1979; Griffith, 1983; Campion & Bhugra, 1997) and then definitions of major depression and schizophrenia were offered. Views on causes and treatment were sought, covering views on medication, medical and other types of professional help, and religious resources. The interview schedule followed a "funnel" approach, first asking general questions with appropriate probes, allowing participants own ideas to be elaborated. Then more focused questions were asked on specific causes and treatments.
Interviews were transcribed and where necessary translated by the interviewers.
Results
The study was chiefly qualitative. Some quantitative data were obtained, but small numbers permit only descriptive and not inferential statistics.
Definitions and causes of depression and schizophrenia
In the preliminary part of the interview we asked participants to talk about their own understanding of depression and schizophrenia, and how these conditions were caused. Participants had little difficulty in producing lists of depression symptoms resembling the DSM criteria.
First-hand experience of schizophrenia was less frequent, compared to depression, and definitions were less confident and less complete. There was no evidence of between-group variation in the definition of either illness. When the DSM-III definitions were offered by the interviewer, there were no signs of confusion or disagreement; the definitions were often met with outright approval: "that's right, I'd forgotten about that symptom". Schizophrenia: this was thought to come from the blue, biologically caused. Stress, lack of religious faith, lack of social support, lack of sleep and the weather were suggested to play a minor role in some cases.
Forms of help for depression and schizophrenia "they should be on medicines" (Muslim).
Psychotherapy was seldom described as helpful for schizophrenia, but prayer was often seen as offering a modest but definite form of help: prayer "may help to comfort them, but not to overcome it" (Hindu);
"if you pray you will suffer less" (Muslim). 
__________________________
The most notable feature is the striking extent to which prayer was seen as effective. For depression, prayer was more often seen as helpful, compared to medication and psychotherapy. Even though schizophrenia was usually seen as a biologically-based condition for which drugs were a "necessity", prayer was widely-regarded as helpful.
Inter-group differences
How did the different cultural-religious groups differ in their views? Tables 3 and 4 (Hindu).
Discussion
The participants in this study were clear that religious forms of help -and particularly prayer -could be as helpful or more helpful than medication or psychotherapy. Prayer was seen as important and helpful for depression, but we were surprised at how often prayer was seen as helpful for schizophrenia. Prayer was seen as particularly helpful for those with religious faith. Other forms of religious help were more controversial, but often approved. In their views on the helpfulness of religion and particularly prayer, the similarities between the different groups outweighed the differences. The five groups' views on prayer converged in seeing prayer as offering comfort and support, and it was widely thought that prayer was more helpful for those with faith. Nobody suggested explicitly that prayer helped as a result of divine intervention.
Some noteworthy group differences in beliefs about prayer included the (white) Christian view of the helpfulness of knowing that others were praying for one, Another important factor in the perceived importance of prayer might be general importance of religion for identity (Royle & Barrett, in press) , social support and self-esteem (Griffiths, 1983; Shams & Jackson, 1993 , Loewenthal, 1995 -and the importance of religion in these respects may have varied among the groups studied, perhaps being higher among the blank Christians and Muslims.
When we consider the implications for help-seeking and adherence, at first sight we might suppose that the use of prayer and other religious resources might co-exist in peaceful parallel with other forms of help-seeking.
However we suggest that help-seeking for both depression and schizophrenia might be significantly delayed or completely avoided, partly because of hope that prayer or other religious help may be effective (Griffith, 1983; Loewenthal, 1995; Campion & Bhugra, 1997) , and partly because of fear that religious beliefs and behaviour may be misunderstood (Loewenthal, in press; Bartholomew & O'Dea, 1998) . Prayer and other forms of religious help may be resorted to prior to seeking professional attention, and their palliative effects can be perceived as quite high.
If and when professional help is sought, mention of any religious means that have been tried will be avoided.
There were methodological problems in designing a study of this kind which may limit its applicability.
Measurement of levels of religiosity among the different groups was a technical problem beyond the scope of this study, since indices of religiosity are quite different in each of the groups studied, and so it would have been difficult to achieve comparability between groups.
Questions were raised which can only be resolved by In spite of these difficulties, the study has implications for psychiatric practice and attitude:
1) Religious practices and beliefs are important to a number of people, who may avoid or delay seeking professional help for mental health problems, partly in the hope that religious resources will be helpful, for example by offering a sense of comfort and purpose, and partly for fear that their religious beliefs and behaviour may be misunderstood. These fears are not groundless: misdiagnosis on the basis of non-pathological religious behaviours and beliefs are not only possible (Barker, 1996; Bartholomew & O'Shea, 1998) but well-documented (Loewenthal, 1995, and in press 
